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Ⅰ?Introduction
 Anatomically, the L5 spinal nerve can 
be compressed frequent ly by adjacent 
structures, osteophytes, or discs in the lateral 
and subarticular recesses of the spinal canal 
and intervertebral foramina?1-3?. In keeping 
with this concept of more lateral spinal nerve 
involvement, Wiltse et al. have pointed out that 
the L5 spinal nerve may, in fact, be compressed 
?far-out? by impingement of the transverse 
process of L5 against the ala of the sacrum in 
spondylolisthesis?4?.
 Some authors have reported that the L5 
spinal nerve is compressed by a ?far-out lesion?; 
however, reports are rarely found based on 
research of the English literature. Here we 
report a rare case of sciatica in a 62-year-old 
man, which is caused by compression of L5 
spinal nerve by a ?far-out lesion?.
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A case of L5 radiculopathy caused by far-out syndrome
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SUMMARY
A 62-year-old patient presented with a 12-month history of severe sciatica. The patient 
showed tenderness of Valleix and lateral lower leg pain on his left side. MRI, myelogram, and 
radiculography revealed extraforaminal stenosis at the level of L5/S1. His symptoms disappeared 
after injection of lidocaine onto the L5 spinal nerve. The symptoms did not improve after 
conservative treatment, and surgery was performed under a diagnosis of neuropathy from far-
out syndrome. For release of L5 spinal nerve compression, decompression and instrumented fusion 
surgery were performed. His symptoms disappeared immediately after surgery. Far-out syndrome 
itself is rare; however, it is important to consider this disease in cases of sciatica.
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Ⅱ?Case report
 The protocol for human procedures used 
in this study was approved by our institution?s 
ethics committee. This report was also approved 
by the patient after informed consent. A 62-year-
old man presented with a 12-month history of 
left sciatica involving the left lower extremities. 
He presented at our hospital in April 2008 
with complaints of pain in his buttocks and the 
lateral aspects of his legs. There was apparent 
motor weakness of left extensor hallucis longus 
?manual muscle test: MMT 4/5?. Sensory 
examination confirmed left hypoalgesia in the 
lateral aspect of his lower legs corresponding to 
the L5 dermatome. On the left side, a straight 
leg raising test was negative.
 Plain X-ray films showed no instability in the 
lumbar vertebrae. Magnetic resonance imaging 
?MRI? revealed no central spinal canal stenosis 
on T1- and T2-weighted images ?Fig. 1?.
 A myelogram and computed tomography 
?CT? following the myelogram showed slight 
stenosis and instability of the L4-L5 level ?Fig. 
2?. Selective radiculography demonstrated that 
the L5 spinal nerve was compressed between 
the transverse process and the sacral alar ?Fig. 
3?.
 To specify the origin of the painful site, we 
performed an L5 spinal nerve block using 1.5 ml 
of 1% lidocaine. The left L5 spinal nerve block 
was effective. We therefore diagnosed L5 spinal 
nerve compression between the L5 transverse 
process and the sacral alar.
 Because conservative treatment was not 
effective, surgery was planned. We performed 
surgery to remove a part of the L5 transverse 
process and the S1 alar, and transforaminal 
lumbar interbody fusion with instrumentation 
in October 2008 ?Fig. 4?. Because on careful 
examination we found the L5 spinal nerve 
root running from the L4-L5 level to the L5-S1 
Fig. 1? Magnetic resonance imaging ?MRI? 
revealed no central spinal canal stenosis 
on T2-weighted images ?a, b ?L4/5 
level?, and c ?L5/S1 level??. 
Fig. 2? A  m y e l o g r a m  ? a? a n d  c o m p u t e d 
tomography ?CT? following the myelogram 
?b and c? showed slight stenosis and 
instability of the L4-L5 levels.
Fig. 3? Selective radiculography ?a? and CT after 
selective radiculography ?b? demonstrated 
that the L5 spinal nerve was compressed 
between the transverse process and the 
sacral alar ?arrows?.
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foramen level, we added L4-L5 decompression 
and fusion. The L5 spinal nerve was not 
compressed in the spinal canal at the L4-L5 
level; however, it was severely compressed 
by the L5 transverse process and the S1 
alar. The patient became symptom-free after 
surgery, and to date his postoperative course 
has been uneventful. We performed selective 
radiculography 3 months after surgery. This 
radiculography demonstrated that the L5 
spinal nerve was not compressed between the 
transverse process and the sacral alar ?Fig. 5?.
Ⅲ?Discussion
 In the current study, we reported a rare 
case of sciatica in a 62-year-old man, which was 
caused by compression of the L5 spinal nerve 
between the L5 transverse process and the S1 
alar. The patient became symptom-free after 
decompression of the L5 transverse process and 
the S1 alar.
 Some authors have reported that the L5 
spinal nerve is compressed between a part 
of the L5 transverse process and the S1 alar; 
however, reports are rarely found based on 
research of the English literature?5-9?. Some 
authors have reported that the L5 spinal nerve 
is compressed by several structures. Wiltse et al. 
have pointed out that the L5 spinal nerve may, 
in fact, be compressed ?far-out? by impingement 
of the transverse process of L5 against the ala 
of the sacrum in spondylolisthesis?4?. Nathan et 
al. conducted a cadaveric study and found that 
the L5 vertebral body, the lumbosacral ligament, 
and the sacral ala formed a ?lumbosacral 
tunnel,? and suggested the possibility of L5 
spinal nerve compression in the ?lumbosacral 
tunnel?10,11?. On the other hand, several 
authors have reported that the L5 spinal nerve 
was compressed by a bony spur, and obtained 
pain relief after resection of the bone spur?5-7?. 
In the current study, the L5 spinal nerve was 
compressed between the L5 transverse process 
and the S1 alar without spondylolisthesis.
 General ly speaking,  diagnosis of far -
out syndrome is difficult using plain X-ray 
film, CT, and MRI. Several authors have 
reported that selective nerve root infiltration 
and radiculography are useful for examining 
the condition of individual nerve roots?5-9?. 
They have the advantages of diagnosing the 
level of a lesion functionally by provoking 
or diminishing radicular symptoms as well 
as morphologically by depicting the running 
course of a spinal nerve. In the current study, 
selective radiculography demonstrated that the 
L5 spinal nerve was compressed between the 
L5 transverse process and the sacral alar. The 
left L5 spinal nerve block was effective for pain 
Fig. 4? We performed surgery to remove a part of 
the L5 transverse process and the S1 alar, 
and transforaminal lumbar interbody fusion 
with instrumentation.
Fig. 5? Selective radiculography ?a? and CT after 
selective radiculography ?b? after surgery 
demonstrated that the L5 spinal nerve was 
not compressed between the transverse 
process and the sacral alar ?arrows?.
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relief. Therefore, we concluded that the pain 
originated from the L5 spinal nerve compressed 
between the L5 transverse process and the 
sacral alar.
 Several surgical methods have been reported 
to treat far-out syndrome, such as posterior 
resection of the L5 transverse process and the 
sacral ala, endoscopic posterior resection of the 
sacral ala, anterior resection of the L5 vertebral 
bony spur, and posterior decompression and 
instrumented surgery?5-9?.  We selected 
posterior decompression and instrumented 
surgery between the L4 and S1 levels, because 
we were concerned about instability of the L5-
S1 level after facetectomy. Furthermore, to find 
the L5 spinal nerve root running from the L4-L5 
level to the L5-S1 foramen level, we added L4-
L5 decompression and fusion.
 In conclusion, we report a rare case of 
sciatica, which was caused by compression 
of  the L5 spinal  nerve between the L5 
transverse process and the S1 alar. The patient 
became symptom-free after decompression 
of the L5 transverse process and the S1 alar. 
Radiculography clearly demonstrated a change 
in the L5 spinal nerve compression between 
the transverse process and the sacral alar after 
surgery.
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